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A 17-year-old male came to the surgery OPD with a subcutaneous nodular swelling in the lower back region [ Figure 1a ] of 10 years duration. The swelling was insidious in onset and had gradually increased to the present size. There was no history of trauma or any underlying disorder. A clinical diagnosis of soft tissue tumor was made and fine needle aspiration cytology (FNAC) was advised. On examination, the swelling was multinodular, firm to hard with whitish specks and measured 2.0 × 2.0 cm. FNAC of the lesion was difficult as the swelling was hard and yielded chalky white granular material [ Figure 1b ]. Both air dried and wet fixed smears were made and stained with May-Grünwald Giemsa (MGG) stain and Papanicolaou stain (Pap), respectively. The Giemsa stained smears showed crystals along with pinkish amorphous granular material and [ Figure 1c ] and Papanicolaou stained smears revealed crystals associated bluish amorphous granular material [ Figure 1d ].
Subsequently, the smears were stained with Von Kossa silver stain which stained the calcium deposits black [ Figure 1d , Inset]. Based on these cytological findings, a diagnosis of calcinosis cutis was suggested and correlation with serum calcium and histopathological examination was advised for definitive characterization.
Further investigations done for serum calcium, phosphorus, alkaline phosphatase, and parathormone levels were within normal limits. The patient underwent surgical excision of nodule followed by histopathological examination. The gross specimen showed an irregular lesion measuring 2.0 × 2.0 cm. On sectioning, the lesion was gritty with chalky white calcified areas. Representative sections were taken and stained with H and E stain. Sections showed nests of calcified material separated by fibrous septa in the dermis without any significant inflammation [ Figure 1e ]. The overlying epithelium was normal.
In view of the above findings, a final diagnosis of calcinosis cutis was given.
Calcinosis cutis is a cutaneous condition characterized by localized and organized deposition of calcium in the skin first described by Virchow in 1855. It is very important to correctly classify and subtype these lesions so that the correct treatment can be initiated. Most lesions of calcinosis cutis that develop gradually are asymptomatic.
The history and evolution of the lesions depend on the etiology of the calcification. The patients with dystrophic calcification may provide a history of an underlying disease, a preexisting dermal nodule (which represents a tumor), or an inciting traumatic This is an open access journal, and articles are distributed under the terms of the Creative Commons Attribution-NonCommercial-ShareAlike 4.0 License, which allows others to remix, tweak, and build upon the work non-commercially, as long as appropriate credit is given and the new creations are licensed under the identical terms.
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Image event. The patients with metastatic calcification most frequently have a history of chronic renal failure. Serum calcium and phosphate levels remain normal in dystrophic calcification, whereas it is abnormal in metastatic calcification. Those who develop iatrogenic calcinosis cutis generally have a history of recent hospitalization. [4] The cases of idiopathic calcinosis cutis are usually not associated with previous trauma, disease, recent hospitalization. In the present case, the patient did not have any history of trauma or underlying disease.
FNAC samples yielding abundant calcium require careful consideration of certain entities that include calcified fibrous pseudo tumor, calcified epidermal cyst, sarcoidosis, tuberculosis, lymphoepithelial lesion, pilomatricoma, osteitis fibrosa cystica, and extraskeletal osteosarcoma in the differential diagnosis. [7] A calcified fibrous pseudotumor shows abundant hyalinized collagen, fat, and neurovascular bundles along with calcification. [8] Calcified tuberculosis and sarcoidosis show a granulomatous reaction, [9] whereas calcified epidermal cyst shows anucleate and nucleate squames. Pilomatricoma shows basaloid cells, ghost cells, and multinucleated giant cells in addition to calcification. [10] Lymphoepithelial lesions show a polymorphous population of lymphoid cells along with histiocytes and calcification. [7] Absence of any tumor cells rule out extraskeletal osteosarcoma. The clinical evaluation helps in the exclusion of osteitis fibrosa cystica. Reiter et al. reviewed various conditions that may lead to skin calcification and provided information regarding laboratory tests required to differentiate various types of calcinosis cutis. [1] Shivkumar et al. [6] studied the cytological features of idiopathic scrotal calcinosis and noted the presence of intense, basophilic, amorphous, and granular deposits without any evidence of epithelial cells in the smears. In the present case, a negative history of trauma, hospitalization, parenteral therapy, underlying disease, or any preceding pathological lesion at the site, along with normal serum calcium and phosphorus levels clearly excluded the possibility of dystrophic, iatrogenic and metastatic causes and a final diagnosis of idiopathic calcinosis cutis was made.
Till date, there are very few case reports on FNA cytology of idiopathic calcinosis cutis in literature. Correct cytomorphological diagnosis goes a long way in determining cases requiring surgical rather than medical treatment.
To conclude, this case is highlighted to alert the pathologists to consider calcinosis cutis as a differential diagnosis in any swelling yielding whitish granular material on FNAC as it is a potential mimic of a neoplastic lesion. It also reaffirms that FNAC is a simple, rapid, and reliable technique especially in soft tissue lesions such as calcinosis cutis and in collaboration with serological and biochemical findings can help in effectively triaging the patient for the correct management.
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